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N 002 1200-8-6 No Deficiencies N 002
This Rule is not met as evidenced by:
A Life Safety Code Complaint Investigation was
conducted by the State of Tennessee Department
of Health Division of Health Licensure and
Regulations Office of Health Care Facilities on
6/1/2021. During this Life Safety Code Complaint
Investigation, NHC Healthcare Sparta was found |
in substantial compliance with the requirements
of the Tennessee Rules and Regulations
1200-08-06, Standards for Nursing Homes, and
National Fire Protection Association (NFPA) 101
| Life Safety (2012 Edition).
|
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